Background: Responsiveness is an indicator used to measure how well a health system performs relative to non-health aspects. This study assessed whether seven dimensions proposed by the World Health Organization (WHO) to measure responsiveness (dignity, autonomy, confidentiality, prompt attention, social support, basic amenities, and choices of providers) are applicable in evaluating the health system of Taiwan.
Background
Apart from the inherent goal of health promotion for the population, a responsive health system should commit itself to meet the psychological need of the people it serves and to undertake an examination of what people care about when they interact with the health system [1] . Improving these non-health functions of a health system is important because it is an inalienable component to increasing people's well-being, that being a universal and ultimate mission of a health system. Appropriately, the concept of responsiveness was introduced and a related questionnaire was also designed by the World Health Organization (WHO) to measure how well a health system meets the legitimate expectations of the population for the non-health enhancing aspects [2, 3] . To emphasize its significance, the World Health Report 2000 labeled assurance of responsiveness as one of three intrinsic standards (in addition to health improvement and financial fairness) to evaluate health system performances [4] .
Through the extensive processes of literature review and panel discussions, two elements were defined by WHO to measure the concept of responsiveness: respect for persons and client orientation [5] . Respect for persons, intending to capture ethical aspects of the interaction of individuals with the health system, includes three sub-elements: dignity, autonomy and confidentiality [6] [7] [8] . On the other hand, client orientation (which mainly gauges the components of consumer satisfaction) has four subelements: prompt attention, quality of basic amenities, access to social supports for hospitalized individuals, and choice of health providers [9, 10] . Using these seven subelements as the framework, WHO developed a structured questionnaire to measure responsiveness [11] . In 1999, WHO conducted key-informant surveys in 35 countries to collect data on responsiveness and then used regression models to assess responsive level for the other nations that did not implement such a survey [11, 12] . Finally, WHO published a global ranking of responsiveness in the World Health Report 2000.
For the intervening years since its publication, the report has generated much discussion and criticism. Some critics questioned the validity in using a single composite score to compare global health systems [13, 14] . Others argued that using the prevailing "Western wisdom" of key informants (experts) to assess responsiveness might be less accurate than the judgments by patients themselves [15, 16] . Blendon analyzed data from 17 European countries to demonstrate significant differences between the national ranking of WHO defined responsiveness and the satisfaction of the general public who actually experienced these health systems [17] . The report's publication also spawned contentious debates on the appropriateness of undertaking international comparisons of health system performance, given that the platforms of health systems may be quite diverse in societies with different cultural, economical or political backgrounds [18, 19] .
Despite these issues and debates, there has not been, to our knowledge, any empirical research undertaken studying the suitability of the seven sub-elements used by WHO as the national standard to define responsiveness for a health system. The main objective of this study, then, was to assess if the proposed seven sub-elements are applicable in Asian countries such as Taiwan. If not, we would seek to determine what components should be reorganized or what other constituents should be added in order to formulate a sounder indicator for the evaluation of responsiveness in Taiwan.
Methods

Key informant survey
Questionnaire development
The questionnaire used in this study was translated from the WHO designed questionnaire for the key informant survey on responsiveness. To increase content validity, a bilingual (English-Chinese) scholar with medicine and public health background was asked to do back translation and six other public health scholars were then requested to compare the translated and original versions. If significant differences existed, a consensus needed to be reached among the six before finalizing the translated Chinese-version of the questionnaire. The main part of the questionnaire included a total score and seven conceptual sub-elements (with various amount of questions in each sub-element) to evaluate responsiveness of the health system in Taiwan [11] .
Key informants' selection and data collection
Following the WHO documented protocol [11] , 46 focal persons were identified through literature search and researchers' selection. These individuals had published papers on patient satisfaction or evaluation for health systems, were in charge of health-related agencies, or occupied a research position in health-policy-related research institutes. These focal persons were asked to nominate key informants (a minimum of three key informants was requested of each focal person). A short letter was mailed to the focal persons detailing how the key informants were selected and how the survey was to be conducted. The key informants were selected from a wide range of backgrounds including hospital clinicians, university researchers, social workers in social security departments, and officials in health or non-health related agencies. The main qualification for the key informants was familiarity with the health system of Taiwan. In total, 205 key informants were nominated through this process.
The Chinese-version questionnaire was then sent to the nominated key informants by mail in October 2003 and two follow-up reminders were delivered to non-respondents in a two-week interval. One hundred and thirty two completed questionnaires were received before the survey closed in the end of December 2003, representing a response rate of 64.4%.
Data analysis
The raw data was standardized to Z score to combine two types of measurements in the questionnaire, which included 28 sub-element questions, using four-pointed Likert-type scales, and seven grading questions using a rating score scaled from 0 to 10. Responses to the 35-item questionnaire were then subjected to a principal component analysis using ones as prior communality estimates. The principal axis method was used to extract factors, followed by a Promax (oblique) rotation. Any factors that accounted for at least 5% of the total variance were retained. A questionnaire item was determined to load on a given factor if its factor loading was 0.4 or greater for that factor and was less than 0.4 for the others. Cronbach alpha was used to test the internal consistency and reliability among items loaded in the same factor. Finally, a linear regression analysis was used to delineate relationship between the total responsiveness score and the extracted factors (the Taiwan model). The regression analysis was conducted using the least-squares method and three basic demographics (gender, age and employer status) of participants were also adjusted in the regression model. All statistical analyses were performed using SAS 8.01 software (SAS Institute Inc., Cary, NC, USA).
Focus group research Focus group procedures
To explore ideas from the general public, focus group research was conducted. Three focus group studies were held during December 2003, each consisting of 5-12 Taipei citizens. Twenty-five people (12 men, 13 women) participated. Two groups were made up of community residents and one group comprised representatives of patient groups. Most of the participants (76%) were middle aged (median: 52 years and range: 45-65 years). Each person participated in only one group. Focus group interviews lasted for about two hours each and they were all held in a study room of National Taiwan University. Participants were offered a lunchbox and refreshments, and in the end of the session each was compensated about $20 (600 Taiwanese dollars).
Prior to the interview, participants received a letter describing the study purposes and interview agenda. The research investigator, acting as a group facilitator, opened each session with a brief introduction of the agenda, distributed and read aloud consent forms, then outlined the expectations for participants in the group and explained that participants could withdraw from the discussion at any time. The need for respect among participants and confidentiality was also stressed. The same outline of questioning to guide the discussion was used in each group. With this outline, however, we also allowed flexibility in order to collect issues most important to participants. Three primary topics in the outline were to describe (1) individual good experiences of visiting a physician; (2) individual bad experiences of visiting a physician; and, (3) characteristics that a responsive health system is supposed to have. During the last 30 minutes of each session, participants were also asked to comment on seven sub-elements of responsiveness defined by WHO.
Focus group analysis
Audiotapes were transcribed following each session. During the process of transcription, personal names and identifying details were removed. Full transcripts from all sessions were then examined by three researchers. The researchers read each transcript independently and reorganized important potential answers to the theme question: "In Taiwanese perspectives, what are the essential characteristics a responsive health system should be qualified with?" Areas of disagreement between researchers were compared and discussed until consensus was reached on each issue. Table 1 summarizes the basic demographic characteristics of the survey respondents. About half (48.5%) of them were scholars, one-fourth were clinicians, and another one-fourth (26.6%) were from governmental agencies. Of respondents, males dominated (71.2%), and about half were aged below In Table 3 , we used data collected in this study to delineate the relationship between the overall responsiveness score and five constructed factors in the Taiwan model. After adjusting for demographic variations, regression statistics of this model fit very well (R 2 = 0.70). Except for Social Support, the other four factors (Respect, Access, Confidentiality, and Basic Amenities) identified in the Taiwan model could significantly explain the variance of the dependent variable (overall responsiveness score).
Results
After thoroughly interactive discussions, the focus-group participants regarded dignity, prompt attention and confidentiality as three most important components a responsive health system should embody. The results of the focus group interviews also indicated that medical ethics of health providers, and communication between patients and physicians were two additional areas that are priorities for Taiwanese citizens in judging the responsiveness of a health system.
Medical ethics (e.g., providers' honest behaviors and treating patients without discrimination) were frequently brought up during the group interviews. The issues that were of the most concern were discrimination against the poor and the alleged access to better health care via "red envelope" bribery. Concerning communication, most participants mentioned that in a responsive health system health providers should listen to patients carefully, explain medical terms in language that is understandable, and spend more time with patients in order to answer their questions.
Discussion
This study has several inherent limitations. First, to our knowledge, a globally accepted assessment framework for responsiveness has not been theoretically formulated; therefore, this study just represents empirical research designed to test applicability of the WHO proposed concept in an Asian country and also to explore prospective dimensions in delineating responsiveness of the health system in Taiwan. Second, although the nominated keyinformants may better comprehend achievements of a health system on the elements of responsiveness, participants of the key informant survey, as frequently criticized [17] , may be biased by theoretical prejudgment. The consensus of key informants may not be able to reflect opinions of the general public, the real users of a health system. Third, participants of focus groups were volunteers who may have a vested interest in health system issues. The major reason for us to conduct a key-informant survey, instead of doing a national representative survey, was to increase comparability with the WHO estimated factor structure [11] . The seven sub-elements of the WHO proposed responsiveness measure were constructed by using key-informant surveys from 35 countries. We followed the standard protocol developed by WHO [11] to conduct the key-informant survey in order to do an item-by-item comparison in principal component analysis between factors constructed in this study and in the WHO proposed model. While bearing in mind the possible limitation of a keyinformant survey, we conducted this study to do a modelbuilding exploration. To fulfill this purpose, we also held three focus-group interviews to better understand, from the user's perspectives, embedded meanings behind the factor structure extracted in this study and also probe for new dimensions for the Taiwanese framework of responsiveness.
This Taiwanese empirical study indicates seven WHO defined sub-elements may have to be reorganized to fit Taiwanese society. Using 0.4 as the factor loading cutoff point to determine whether or not the item should be considered a good factor indicator, two original sub-element scores (Dignity and Autonomy) loaded onto two factors (Respect and Confidentiality), rather than being Note. *<0.05 **<0.01 ***<0.001 † The relationship is assessed by using a linear regression analysis: the dependent variable is the total responsiveness score and the demographic variables (gender, age and employer status) have been adjusted retained in a unique factor. On the other hand, for the newly defined factors, three out of five contained more than one original sub-element scores (Table 2 ).
In the element "respect for persons", the sub-element Autonomy seems not conceptualized by Taiwanese respondents as a unique domain, of which the items related to alternative treatment options (Q6 and Q7 in Table 2 ) were categorized into the sub-element Respect, while the item related to patient consent (Q8) was categorized into the sub-element Confidentiality. Although patient rights have recently been advocated in Taiwan, it is a tradition that the opinions of a patient's key family members (e.g., father, husband, or the oldest brother) usually determine the patient's treatment. In focus-group discussions, the participants frequently expressed the same experience: when the diagnosis of a cancer is confirmed by the pathologist, it is usually a practice routine for a physician in Taiwan to obtain authorization for treatment from the patient's key family members before informing the patient of his/her true condition. Generally speaking, this study shows less evidence of a conceptual difference between dignity and autonomy among Taiwan respondents than was found in the WHO study. It may stem from Chinese paternalistic culture that the concept of patient autonomy is not currently deemed as the "legitimate expectation" to a health system for the majority of Taiwanese people.
For the element "client orientation", the items designated to measure "prompt attention" and "choice of health providers" perfectly merged (so we named it "Access" in Table  2 ), indicating that unrestricted accessibility of the health system in Taiwan may pave a common trait for these two sub-elements. Prompt attention (mainly implying minimization of waiting time and waiting list) and free choice of health providers are two major achievements of national health insurance (NHI) in Taiwan. This Taiwanese compulsory health insurance, initiated in 1995, covered 97.1% of total population in 2002 [20] . Under this comprehensive coverage, there is no restriction for patients to choose physicians or medical institutes. Moreover, no referral is necessary from gate-keepers (e.g., family physicians) to visit specialists. Patients can also see any physician they prefer without incurring an extra charge. As a result, choice of health providers is not a barrier when accessing Taiwan's health services. On the other hand, the main payment mechanism in NHI is a "fee for service," which provides an incentive for physicians and medical institutes to enroll as many patients as their capacities enable; thus, in Taiwan the problems of long waiting time and waiting list are usually resolved by the system itself.
The results of the focus group discussions emphasized patient-physician communication and medical ethics to exert profound influence on the responsiveness of a health system. The communication component has already been adopted in WHO household survey for responsiveness [21] . It indicates a global consensus in improving patient-physician communication to raise the responsiveness level of a health system. On the other hand, the Taiwanese focus group participants particularly underscored the oriental viewpoints of the fundamental value of responsiveness in relation to high-standard medical ethics to treat patients fairly and empathetically. In building a measurement index for responsiveness in Taiwan, it could be suggested that the factor Communication be added to the element "client orientation," and the factor Medical Ethics be appended to the element "respect for person." Table 3 reveals that the re-organized five sub-elements (Taiwan model) could explain 70% variability of the overall responsiveness score, the respondents' general impression to the non-health enhancing performance of the health system in Taiwan. This satisfactory result means that an equally accurate representation of responsiveness in Taiwan can be made using a revised WHO composite index (five sub-element scores) identified in this empirical study. Accompanied with two aforementioned components suggested by focus-group participants, we may thus propose a modified structure to define dimensions of responsiveness from Taiwanese perspectives. The element "respect for persons" should consist of three important factors (Respect, Confidentiality and Medical Ethics). However, the element "client orientation" should include four essential components (Access, Communication, Social Support and Basic Amenities). Of course, this proposed model requires further confirmation to validate its appropriateness in evaluating responsiveness in Taiwan. A related questionnaire has been revised and developed accordingly, and a national representative survey is also planned to carry out to solicit user view on responsiveness.
Conclusion
When we hypothesize new perspectives of responsiveness based on this empirical study, we do not intend to declare such a measure as a universal standard. Rather, the implication of the findings asks for the recognition of the value of culture-specific aspects from different health systems when we conduct an international comparative research on quality of health care. As Groenewegen and colleagues demonstrated in their study [22] , health care users in different countries usually have different ranking regards to the importance of various aspects of health care. We have to acknowledge this variation and respect both the actual experiences of people with different aspects of their health systems and the values they attach to these aspects. When the experienced responsiveness is compared internation-ally, the values that people attach to different aspects of health system should be estimated and hopefully the responsiveness could then be weighted by these culturally determined values.
